I n Canada, there is growing awareness that mental and emotional health problems are associated with staggering social and economic costs that place a heavy burden on the workplace. In its recent report, the Standing Senate Committee on Social Affairs, Science and Technology 1 raised prevention, promotion, and treatment of mental illness as critical issues to be addressed. The Committee went on to identify the workplace as one of the prime areas in which to begin.
In developed countries such as Canada, mental disorders account for 25% of all diseases and injuries, with as much as 13% attributable to depression alone. 2 By the year 2020, depression will emerge as one of the leading causes of disability globally, second only to ischemic heart disease. 3 About 5% of the working-age population suffers from depression during a 12-month period. 4 In North America, the estimated annual societal cost of mental illness ranges from Can$14.4 billion 5 to US$83.1 billion. 6 Between 30% and 60% of the societal cost of depression is related to losses associated with work disruptions. 5, 6 In conjunction with evidence of the effectiveness and costeffectiveess of behavioural health interventions focused on individuals as well as on their environments (for example, see review of depression treatment by [7] [8] [9] [10] ), these estimates suggest that additional investment in the mental health of the workforce may be warranted. However, it is not clear who should pay for services and supports to achieve better labour force mental health. In many ways, workplace mental health is awaiting a champion to ensure that effective investments and initiatives are adopted.
There are several stakeholders-the public sector or government, employers, family members, and workers themselves-who could fill the roles of payer and champion. Each group could benefit from the outcomes of such activity. However, the benefits associated with improved worker mental health are often distributed among these stakeholders, so even if the total benefits outweigh the total costs, the incentives for any single stakeholder to pay for additional services for workers may be diluted. Consequently, no one invests. This paper discusses the burden of workers' poor mental health, who currently bears it, and how the associated rising costs are being addressed, from an international perspective. We identify the mental health-related costs incurred by each stakeholder group and offer examples of strategies being used to either decrease costs or enhance benefits. We conclude by considering Canada's workplaces and discussing who should pay for mental health and how it should be done.
Overview of the Burden and Who Bears It
In a previous issue of this journal, Sanderson and Andrews 4 detail the burden of mental illness in terms of absenteeism and presenteeism in the working population. We add to their discussion by considering the effects of stress on mental illness, as well as on a wider range of outcomes such as unemployment, and the burden occurring from health care use and the spillover effects of mental illness. Spillover is an economic concept used to describe the effect of one individual's activities on other individuals. In this context, the spillover effects of mental illness would be the way other individuals in a worker's social sphere (that is, coworkers, supervisors, or family) are affected by the worker's mental illness.
There are at least 4 main groups who could benefit most from a mentally healthy workforce. They are the public sector (that is, government), employers, workers, and their families. Insurance companies represent a fifth stakeholder in countries where insurance companies play a major role in paying for health care (for example, the United States) or disability benefits (for example, the United States and Canada). Each stakeholder has a different contribution and role in achieving mentally healthy workers. Thus their benefits may vary. We will describe the costs incurred and possible remedies for each of 6 major domains.
Unemployment
Unemployment is one of the major burdens associated with mental illness. Individuals with a mental illness are less likely to be working, [11] [12] [13] [14] [15] [16] owing either to an inability to obtain employment or to lower job retention. 17 Annually, about 5 to 6 million working-age US adults either lose, do not seek, or cannot find employment, owing to their mental illness. 18 In the United States, Mechanic and colleagues 13 found that 48% to 73% of individuals with mental illness were employed. Employment rates were 11 percentage points lower for individuals with a psychiatric disorder, even after adjusting for potential confounding factors. 12 In England, employment rates are 40% lower among individuals with mental illness. 19 The strong relation between mental illness and unemployment holds even when the analysis accounts for the possibility that employment also may cause the worker's poor mental health. 12, 20 
Cost Burdens
Although a large proportion of the burden of unemployment falls on individuals with mental illness and their families, the costs to government are also substantial, owing both to losses in income tax revenues and to increased use of the public "safety net," which leads to higher expenditures on unemployment benefits, disability insurance, welfare programs, and in most industrialized countries, health care (we discuss the latter in subsequent sections of this paper). In economies where the number of workers is low relative to the number of available jobs (for example, the United States), reductions in the number of available workers may force employers to increase wages to compete for and attract the limited number of workers. In this way, employers also bear the burden of a high unemployment rate.
Possible Remedies
Not all the reasons for the high level of unemployment among individuals with mental illness are necessarily symptomrelated. Rather, unemployment is also related to environmental influences such as stigma, availability of jobs, and incentives linked to disability and unemployment benefits. In what follows, we describe each of these potential explanations and the related remedies.
Stigma. Individuals with mental illness often face stigma and prejudice in the workplace. 15 One German study reported strong negative responses to people with schizophrenia returning to their jobs. 21 In addition, employers have reported a reluctance to either hire or promote individuals with histories of mental illness. 22, 23 At the government level, stigma can be addressed by using several levers. First, governments can enforce antidiscrimiation or human rights legislation. A second, complementary approach is to give employers subsidies and other financial incentives to counter reduced productivity costs that may be associated with reintegrating an individual into the workplace. A third lever is to set and enforce standards. For example, some countries in Europe have employment quotas for people with disabilities. However, there is little evidence that these lead to greater employment rates for people with mental health problems. 24 At the employer level, evidence supports the introduction of workplace mental health literacy programs to decrease stigma. An Australian randomized controlled trial using the facilitator-led Mental Health First Aid Course 25 revealed that the intensive mental health workshops increased worker confidence in helping people with mental illness and decreased stigma. This study also found an added benefit-increased participant mental health.
Job Skills. During the past decade, globalization, new technologies, and changes in workforce demographics have produced new work environments. [26] [27] [28] Changes in the nature of work have created workplaces demanding a level of skills and training that may also create barriers to individuals with more severe mental health problems, poor work histories, and limited qualifications.
Initiatives have been undertaken to help individuals with more severe mental health problems, in particular, to return to and (or) remain in competitive employment. There is evidence that such schemes have positive benefits for individuals in terms of employment, improved quality of life, and reduced social exclusion. These schemes profit from a collaboration between providers and employers-those who provide supports for individuals returning to the workplace and those who provide the workplace in which to develop the skills.
One of the best-known of these approaches is supported employment, a model developed in response to arguments that prevocational training encouraged dependency and did not allow individuals to develop work-based skills. A major influence on supported employment has been the development of the IPS framework in the United States. 29 IPS synthesizes key concepts connected with supported employment, including the principles of paid work in a setting where most employees are unlikely to have any disability, job choice, and time-unlimited support to maintain the job. Systematic reviews and metaanalyses indicate that supported employment more effectively assists individuals to achieve and maintain employment than does prevocational training; compared with prevocational training participants, those in supported employment have more work hours and higher average earnings. 30, 31 Unemployment and Public Disability Benefits. Professional attitudes and benefit structures can also discourage individuals from working. A recent UK report by the Office of the Deputy Prime Minister noted that psychiatrists were reluctant to encourage individuals to seek work, fearing they would not be successful and would have difficulties in reobtaining benefits. 32 Thus publicly funded benefits can inadvertently create employment disincentives. These benefits can also result in rising benefit-related expenditures: in addition to increased use of unemployment benefits, unemployment may be associated with increased enrolment in disability and social welfare benefit programs. For example, it has been observed that, as disability benefit levels decrease, employment rates increase and unemployment benefit use rates decrease. 33 In Europe, the state (with some contributions from employers and employees) bears the primary responsibility for long-term disability benefits, through its social welfare budget. Poor mental health substantially affects these budgets. Rather than registering for lower and sometimes time-limited unemployment benefits, most Europeans with a mental illness-related long-term absence from the labour market register for the higher disability benefits or disability-related retirement pensions. In Ireland, for example, 22% of people with mental health problems in 2002 were employed; only 3% were described as unemployed. The remainder received disability benefits and were deemed economically inactive. 34 Because they far outweigh expenditures on unemployment benefits, reducing the overall expenditure levels for these disability benefits has become a major priority for European governments. In France, up to 25% of illness-related social security expenditure was attributed to work-related stress conditions. 35 The share of disability benefits paid to those with mental health problems has been increasing: between 1990 and 2003, Finland's short-term sickness absence levels for formally diagnosed mental health problems increased by 93%; 20% of all sickness benefits and 42% of all disability pensions were paid out for people with mental health problems. Overall, around 50% of all people recorded as suffering from depression are on long-term disability pensions. 36 In the United States, up to 25% of Social Security Disability Insurance recipients qualify on the basis of mental illness. 37 Although disability benefits can provide an important safety net for those unable to work, they can also act as a disincentive to returning to the labour market. In a recent study that included 10 western European countries, disability benefit expenditure levels were negatively associated with the labour force participation of people with schizophrenia. In Italy, where expenditure was lowest, the highest rates of labour participation were observed. 38 In many European countries, individuals must be registered as disabled to obtain higher rates of disability and associated benefits; however, once labelled as economically inactive rather than unemployed, individuals may jeopardize their future job prospects.
The difference between disability benefit levels and potential employment earnings is just one factor considered in the decision to seek employment. There are also bureaucratic regulations to overcome. Individuals also fear that, if they do return to the labour market (and hence lose part, if not all, of their disability benefits), it may take a considerable period of time to reclaim disability benefits, should they subsequently lose their jobs. 39 The dilemma is how to modify the incentives inherent in the disability benefit system to encourage, or at least not discourage, employment while safeguarding the income of those not capable of working. Several social welfare systems across Europe are undergoing reform to tackle the "benefit trap." One such initiative is England's Pathways to Work initiative, a proactive program offering support and advice on how to return to work for individuals registered with physical and (or) mental health-related disabilities.
To overcome some of the social welfare system's disincentives, Pathways introduced a system of tax and return-to-work credits that serve as supplemental earnings during the first year of work. The initiative also established a safety net allowing individuals to obtain disability benefits quickly, should employment not prove successful. Recent qualitative analyses suggest that the supplemental earning is of key importance in getting people back to work; when payments are either delayed or not claimed, financial problems occur quickly. 40 Preliminary evidence, however, suggests that the program needs to be adapted for individuals with mental illness. Although it has successfully helped people with physical disabilities return to work, it has not made significant progress with those with mental health problems. This may be indicative of the stigma associated with mental health problems and may strengthen the case for investment in workplace mental health literacy programs.
Early Retirement
Studies are beginning to report an association between mental illness and early retirement. [41] [42] [43] It has been observed that workers with poor mental health functioning are more likely to plan early retirement. 43 Dewa et al 44 observed a related pattern, with older workers more likely to retire or terminate their employment rather than return to work after a depressionrelated short-term disability. In addition, Karpansalo and colleagues 42 reported that employed men with depression retired almost 2 years earlier than those without.
Cost Burdens
The rise in early retirement can be problematic for both public and private pension plans. Indeed, The Organization for Economic Co-operation and Development 32 has warned member countries about the dangers of rising early retirement rates. As the workforce ages and as there are fewer young workers to replace those retiring, more is drawn from pension plans than is contributed to them. In the absence of new additions to the labour pool, the remaining workforce will have to pay higher premiums and work for a longer time to sustain the pension system.
Possible Remedies
Disability benefits may create a pathway to early retirement, and this suggests that reform of disability programs may help to reduce rates of early retirement among older workers as well as retaining younger workers in the labour force. In Denmark, The Netherlands, and Sweden, between 14% and 16% of all individuals aged from 50 to 64 years receive disability benefits, compared with Austria's and Greece's lower rates of 3%. Analyses suggest that these variations are not due to differences in demographics or health status but to social welfare system structures. 45 Several European countries are attempting reforms such as raising the pension age to 67 years or phasing out disability pensions for ageing employees. The Europoean Union has set a goal of raising the labour market participation rate for older workers from a current level of 39% to more than 50%. 46 Clearly, in addition to any benefit system reform, decreasing mental illness-related disability and promoting worker mental health will help achieve this goal.
Productivity-Absenteeism, Presenteeism, and Short-Term Disability
Even among those able to remain in the labour force, workplace productivity costs associated with mental illness are substantial; depression has been shown to be associated with more work-related loss and work cutback days than most chronic medical conditions. 47, 48 Work-related productivity losses associated with mental disorders have been characterized as presenteeism and absenteeism. Presenteeism has been defined as coming to work but working with impaired functioning. Absenteeism has been defined as an absence from work (for example, sick days).
In Sweden, more than two-thirds of the costs of all mental health problems are due to lost productivity, 49 and in The Netherlands, the total costs of employee absence and long-term disability related to mental problems have been estimated to be 0.5% of GDP or €1.44 billion annually. 36 A recent English study estimated the costs of adult depression in 2002 to be about €15.46 billion; the vast majority of costs were due to absenteeism and premature mortality. 50 Similarly, a review of studies looking at the costs of schizophrenia reported that costs associated with lost productivity typically accounted for 60% to 80% of total cost. 51 Presenteeism days represent a significant proportion of the burden of mental disorders at work. 4, 48, 52, 53 It is estimated that, for a 2-week period, US workers lose an average of 4 hours weekly to depression-related presenteeism, which translates into US$36 billion. 54 In contrast, the average depressionrelated absenteeism productivity loss is about 1 hour weekly, equivalent to US$8.3 billion. 54 In addition, because individuals are reluctant to be labelled with a mental disorder, much absenteeism and illness may be described as "stress" rather than given a psychiatric diagnosis. In the United Kingdom, "stress" (generally taken to refer to mental health problems such as anxiety or depression) is the most significant cause of absence, accounting for about 30% of all absences; the Nordic countries report similar trends. 55 The European Working Conditions Observatory 56 reported that, in Germany, the long-term sickness absences due to mental health problems (including stress) increased by 74% between 1995 and 2002. Similarly, Ivanov 57 estimated that work-related stress currently affects one-third of the European Union's workforce.
Cost Burdens
In North America, many mid-to large-size employers provide disability benefits to workers. In their survey, Watson Wyatt Canada 58 found that 53% of the firms they surveyed self-administered their short-term disability benefits and that 45% depended on third-party administration (for example, insurance carriers), with the remainder covered by government programs. In countries where employers provide these benefits, they bear a significant part of the disability burden for individuals who remain in the workforce. In contrast to publicly funded disability benefits, employer-sponsored short-and long-term disability benefits not only provide income support during absence but also guarantee that a position will be waiting for the worker when he or she returns to work. In these terms, the worker is still a member of the company. As part of the benefit, the worker has a case manager (who is either on the staff of the company's occupational health department or employed by a disability management company) following his or her progress.
Mental and nervous disorder disability claims have increased. The HIAA 59 reported that between 1989 and 1994 disability claims doubled. The HIAA 59 also found that respondent companies spend between US$360 and US$540 million on disability claims related to this group of disorders. Over one-half of short-term mental or nervous disorder disability claims are attributed to depression. [59] [60] [61] In Canada, short-and long-term disabilitiees related to mental illness account for up to one-third of claims and about 70% of the total costs, translating into Can$15 to Can$33 billion annually. 61 It should be noted that, because there are no universal definitions for short-term and long-term disability and because criteria differ among disability insurance plans, the above estimates underreport the true burden associated with disability claims. The burden of disability is further compounded by administrative costs incurred by employers in managing claims through their occupational health and human resources departments.
Workers are also likely to bear a substantial portion of the decreased productivity cost through reduced income 62 and failure to obtain promotions or raises in their salaries. 22, 23 Slower economic growth due to lower worker productivity may also lead to declines in government tax revenues, both individual income and corporate.
Possible Remedies
Both governments and employers have developed initiatives in an effort to address these concerns. Recently, the European ministers of health endorsed a detailed action plan calling specifically for employers to "create healthy workplaces by introducing measures such as exercise, changes to work patterns, sensible hours and healthy management styles" 63, p 2 and also to "include mental health in programs dealing with occupational health and safety." 63, p 4 In turn, the business sector is seeking ways to decrease psychiatric disability claims as a result of rising workplace disability. For example, business leaders have formed consortia such as the Canadian-based Global Business and Economic Roundtable on Addiction and Mental Health to develop strategies to curb disability costs. One product of the alliances is the 2006 Business and Economic Plan for Mental Health and Productivity, 64 which focuses on workers' mental health.
A key remaining challenge is the limited evidence for the effectiveness of workplace interventions to tackle stress and mental health-related problems. 65 Much of this evidence base has focused on individual interventions rather than on more complex integrated approaches to workplace mental health promotion. Although it is beyond the scope of our paper to review the literature in this area, Krupa's article 66 in this issue provides a detailed discussion of possible approaches.
Employers are beginning to develop programs targeting mental health. For example, Electicitie de France and Gaz de France implemented the Action de Prévention des Rechutes des troubles Anxieux et Dépressifs for its more than 140 000 employees. The program was designed to help in the early identification of anxiety and depressive disorders by company occupation health physicians, as well as by primary care doctors and social workers.
There are also examples of employer and employee collaborations. In 2004, the European Social Partners (a consortium of European trade union associations and employer organizations) signed a framework agreement on work-related stress. 67 The agreement's principal objective is "to increase awareness and understanding of employers, workers and their representatives of work-related stress, and draw their attention to signs that could indicate problems of work-related stress." 67, p i The agreement provides a general framework for analyzing and dealing with work-related stress through risk assessments, stress policies, or specific measures targeted at specific stress factors. It underscores that European Commission directives covering occupational safety and health also cover work-related stress, insofar as worker health and safety are threatened.
Spillover Effects on Coworkers and Supervisors
Workers do not work in isolation; they have the potential to affect their work environments. As they struggle with the symptoms of their disorders, coworkers and supervisors will also be affected. For example, Hoge and colleagues 68 found that members of the armed forces who had a mental illness were more likely to have misconduct and legal problems than those who did not. In addition, Smith et al 69 observed that workers with depression experienced workplace conflict. Further, studies have shown that workers suffering from depression are more likely to have difficulty focusing on tasks and meeting their quotas. 62, 70 The impairment in functioning can also affect coworkers, who may need to undertake the additional workload to meet a deadline or quota.
Cost Burdens
Much of the burden of spillover effects is again likely to fall on employers. Some economists have postulated that there is a friction period, that is, a limited amount of time that a company takes to adjust to work disruptions related to a worker's disability. 71 Assuming the workplace will be able to find substitutes for a worker, the friction costs are those incurred during the period in which the company readjusts and the workplace returns to normal.
Employers also incur costs when the most experienced workers are lost, leaving the most inexperienced and decreasing potential overall workplace productivity. 61 Where individuals work as part of a team, the costs to a firm may be greater if the team can no longer function. Although more experienced workers can be replaced (incurring recruitment costs), it may take many years for a new generation of workers to acquire expertise and in-house knowledge-something not easily replaced. There are also costs related to hiring temporary workers until a permanent human or technological replacement can be made; moreover, the wages for temporary labour may be higher than those for permanent employees. However, replacement costs will be influenced by existing economic conditions. During recessions, for example, when available workers outnumber available jobs, such costs may be much reduced. 72 The symptoms associated with mental disorders may also expose coworkers and managers to undesirable work situations. This, in turn, may make colleagues more vulnerable to increased stress and increase their risk of experiencing a mental illness. 73 In addition, if spillover from a colleague's mental illness makes another worker less productive or the firm less profitable, the other worker's job opportunities or wages may suffer as a result. There has been little research on the impact of mental illness on coworker productivity, and careful analysis of this potential spillover effect is required.
Possible Remedies
Educational programs targeting managers have been held up as one way of developing practices to effectively manage workplace mental illness. 74, 75 The middle manager level may be a good place for companies to build a critical mass to change organizational attitudes toward mental illness. 76 Arming this group by offering awareness programs may help them to facilitate change. 76 However, attention must also be paid to barriers to effective management, such as rigid corporate policies and limited time to attend to employee cases. 77, 78 The positive corporate image gained from being seen as inclusive is an added benefit of offering programs to increase awareness of mental health issues and decrease stigma.
Spillover Effects on Families
Family members may also experience spillover effects from their relative's mental illness. Individuals who stop working because of mental health problems may require family support. In turn, family members may have to give up paid employment to provide such support. They may also incur additional out-of-pocket expenses to financially support a relative and may themselves suffer from both physical and mental health problems as a result of caregiver burden, which again, can entail significant costs to the health system. In one Italian study of the costs associated with schizophrenia, it was estimated that about 29% of costs were due to the lost employment, forgone employment opportunities, and leisure time costs of family caregivers. 79 An Australian study estimated that about 9% of people with bipolar disorders have caregivers who gave up work to care full-time. The lost wages of these 9000 or more caregivers was estimated in 2003 to be almost A$200 million. 80 One US-based study estimated the costs of lost employment to caregivers of individuals with schizophrenia alone was about 18% of the illness' total costs. 81
Cost Burdens
In the case of spillover effects on families, the costs are borne primarily by the family members, although the government also experiences decreased tax revenues if family members withdraw from the labour force to care for their sick relative.
Possible Remedies
All the initiatives to decrease unemployment have potential impacts on these spillover effects to families to the extent that caregiver unemployment is linked to the family member's unemployment. If, however, caregivers are not employed or underemployed because of physical and mental health problems resulting from the caregiving burden, attention must be paid to caregiver health. Family self-help groups are one mechanism of doing this. These groups have been shown to increase caregiver ability to cope with an ill family member, to increase awareness of available services, and to decrease social isolation. 82, 83 These groups are traditionally supported through volunteer time. However, there is also growing recognition of their essential role within the health care system. For example, in Ontario, self-help groups are identified in the province's mental health plan 84 and receive government support for infrastructure costs.
Health Services Costs
There is a strong link between mental illness and health service use. People with psychiatric disorders have significantly higher total health care expenditures than those without such disorders. 85, 86 Patients with psychiatric disorders tend to have high rates of concomitant medical morbidity, 87, 88 and in turn, mental health problems can exacerbate physical health conditions. In addition, workers reporting high work stress have more health care service use. 89, 90 There also is evidence of an inverse relation between the costs associated with disability and service use. 91 The trade-off is that higher direct costs (mental health service use) will be associated with lower indirect costs or fewer losses (disability). That is, increased use of mental health services can decrease functional impairment. Thus, although it is costly to provide services, failure to do so can affect the work outcomes of employees experiencing mental illness. For instance, those who decline employment-related health insurance coverage (and hence are less likely to get care) are more likely to report poorer mental health status. 92
Cost Burdens
The question of which stakeholder would be most affected by increased health care costs depends on the health care system's structure and who pays for the different services. In a system where all health care is paid for from the public purse, a single payer bears the burden of increased health care costs. If the public system does not cover certain services, an employer will often offer either insurance coverage (as part of a benefits package) or actual programs (for example, employee assistance programs) to cover the larger system gaps. In this regard, under the Canada Health Act, 93 outpatient prescription drug coverage and nonphysician mental health providers (that is, psychologists and counsellors) are conspicuously missing from the list of publicly covered benefits. A recent population-based study reported that about 23% of Canadians did not have prescription drug insurance and that the odds of having coverage were significantly associated with employment. 94 Services not covered by employers are left to employees to pay for, using their own resources.
Even if services are covered through insurance, employers whose workers have high use rates are likely to bear the vast majority of the added costs through higher insurance premiums. To the extent that employers pass along the cost of higher insurance premiums by giving lower raises than they might otherwise have been willing or able to afford, employees may bear an additional part of the burden of higher health care costs through lower salaries or, perhaps, longer work hours. 95 
Possible Remedies
The health care system can take the lead in decreasing the impact of mental illness on workers. In Australia, one health service area has taken a multifaceted approach to addressing the issue. 96 It established standards for general practitioners to manage the health problems of the unemployed. These standards emphasize the role of the workplace as a key factor-an aspect that typically is not considered by primary care physicians. 97 The standards have enabled the health authority to develop focused training for clinicians and thereby build the system's capacity to address the needs of workers suffering from mental illness. The health authority also emphasizes collaboration among providers as well as collaboration between worker and workplace. Finally, it points out that the health care system can also serve as an employer and training ground for individuals who want to return to the labour force.
Discussion
Mental illness is associated with a wide range of costs distributed among multiple stakeholders. These costs are interrelated; an attempt to decrease the burden for one group of stakeholders will inevitably affect other stakeholders. Thus the answer to the question of who bears the costs of poor mental health is "everyone." This does not mean that all stakeholders share costs equally. Ideally, however, all stakeholders should bear an optimal load. In economics terms, the optimal point is identified as the point where the marginal cost equals the marginal benefit. This means that, after considering their financial constraints (that is, revenue, budgets, or other disbursements), all stakeholders would be willing to invest in services and supports up to the point where their additional gain is at least as large as their additional investment.
According to the current picture, no stakeholders appear to be near their optimal points. One of the reasons for this may be the fact that, if the benefits of an intervention are divided among multiple stakeholders, no single stakeholder will have sufficient incentive to pay for the entire intervention, even when its benefits outweigh the costs; each may want the others to finance it. For this reason, improving collaboration among and within stakeholder groups may be the most promising approach to promoting the adoption and implementation of new programs and services.
Employer-Worker Collaboration
There is evidence indicating that timely treatment may both contribute to successful work outcomes and hasten return to work. 44 To make health services accessible to their workers, employers often help to sponsor insurance coverage. Generally, this coverage is cheaper than coverage available through individual plans, yet studies indicate that not all workers are willing to purchase such insurance. Reluctance can be associated with several factors, including perceived need, price, and willingness to pay premiums. 92, 98 This is a scenario in which governments could also contribute to this collaboration by offering workers tax breaks for purchasing insurance coverage. Workers might perceive such tax breaks as defraying the costs of coverage and, consequently, be more willing to enroll in employer plans.
Employer-Government Collaboration
For their part, employers may only see the costs, and not the benefits, of sponsoring coverage. In the United States, for example, employer-sponsored coverage for benefits decreased by 13% between 1999 and 2004, 99 even though many individuals depend on employer-sponsored private insurance plans to provide mental health coverage offering treatment options that include nonphysician providers. Such plans are generally limited to those working in larger companies; annual dollar caps are low, and among nonphysician providers, only psychologists are eligible for reimbursement. 100 One step toward accessibility and equity in the types of nonphysician services accessible is for governments to develop and enforce a minimum standard for the types of services that will be reimbursed. Again, governments could also provide tax breaks-this time to employers for providing benefits.
There should also be collaboration between employers and the health care system. We currently have a fragmented system; providers who participate in the care of a worker are paid through different mechanisms-physicians through the health care system and occupational health professionals through the employer. As a result, their incentives are not aligned. There are no incentives for collaboration between the health care sector and the employer or between the employer and employee. As in any shared care or collaborative care model, the systems must signal that they value collaboration by reimbursing for consultations and providing safeguards to allow consultations to occur between sectors. 101 Governments could also work with employers to develop healthy workplaces by offering financial incentives to decrease disability and unemployment benefit claims from workers. To give an example, incentives could take the form of end-of-fiscal year bonuses if rates for these types of employee claims decrease.
Within-Government Collaboration
Governments can also form partnerships among ministries. For simplicity throughout our discussion, we have referred to government as though it is a single entity. In reality, budgeting and responsibility for workplace mental health is fragmented across several different government departments, including departments of labour, social welfare, and health. From the examples, we see that a change in disability criteria or benefits can also change use of social welfare or unemployment benefits. Joint budgets are one method that can be used to promote collaboration among departments. In Sweden, experiments in pooling funds among health, social services, and sickness insurance budgets have been developing since the mid-1990s. These arrangements were the response to the growing problem of long-term absence from the labour market, owing to mental health problems. They recognized that the mix of services needed to return individuals to work would need to be provided by various different service providers and that there was a danger that these individuals would fall between different services and budget holders. 102
Vulnerable Groups
As collaborations are struck and new programs implemented, it is also important that vulnerable populations not be forgotten. There may be places where government must step in and intervene. For instance, small businesses tend to be significantly disadvantaged by the additional overhead costs incurred with purchasing supplemental benefits. Special consideration will need to be made to avoid threatening their solvency. Any changes to programs and services that serve as safety nets must consider the impact on all individuals who depend on them and how any changes affect all stakeholders.
Gaps in Knowledge
There is also a need for further research. Robust evidence is lacking for the effectiveness of many workplace interventions. One recent systematic review of workplace interventions could find only 6 studies that were evaluated according to rigorous methods. None discussed cost effectiveness. 103 Few studies have considered either the contexts in which the approaches have been implemented or their generalizability to settings with different social welfare benefit structures.
The dearth of information on which to base mental health care policy suggests a responsibility on the part of the public sector to provide greater research funding in this area, together with a responsibility on the part of employers and employees to participate in research that will further our knowledge. The latter poses a particular challenge, owing to the stigma associated with mental illness and employees' legitimate concerns about confidentiality. However, there have been cases of successful research collaborations through consortia of stakeholders. For example, the Ontario Roundtable on Appropriate Prescribing was a consortium of drug companies, pharmaceutical benefits management companies, insurance companies, the provincial medical association, and employee groups who cooperated to fund research projects on issues in which all the member organizations had an interest. 104 In addition to the funding, members also facilitated the recruitment of companies to participate in the research.
Conclusion
Mental illness and the workplace has become a national priority. Effectively addressing the issue requires all stakeholders to identify how they can contribute to the solution. In Canada, as in most industrialized countries, this could mean redefining the responsibilities of the public health care system, employers, and employees. 99, 105, 106 A clear challenge for all systems is to identify ways to provide incentives to encourage all stakeholders to invest in workplace mental health. There have been comparatively few incentives for employers and workers to separately take the first step; perhaps each is waiting for government to make the first move. Given what is at stake, it is imperative that someone begins to move. It appears that, through the Standing Senate Committee on Social Affairs, Science and Technology's report, our government is beginning to take steps to address the problem. However, government cannot do it alone; there is a role for all stakeholders, just as there potentially are benefits for all. Employers, employees, and the health care system must work with government to promote good workplace health. For its part, government can enrich the incentives for the collaboration through financial incentives such as the careful use of subsidies and regulations.
In addition to the desire to decrease the workplace costs of mental health problems, there may be other factors influencing workplace mental health policy development. In Europe, great emphasis is placed on the European Union's 10-year objectives as set out in its Lisbon agenda: increased productivity and economic development alongside the goal of promoting the inclusion in the workforce of vulnerable groups, including people with mental health problems. 107 European Union policy-makers, in theory at least, are willing to trade some potential efficiency gains to invest in the promotion of social inclusion. As the costly role played by mental illness in the workplace becomes increasingly clear, Canada may eventually be confronted with the same choices.
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